DISCUSSION.
Dr. CLIVE RIVIERE suggested that the second case (patent ductus arteriosus) might be one of slight pulmonary stenosis. The murmur was purely systolic in time and appeared to be conducted outwards; the fact that no symptoms or cyanosis were present only proved that the lesion was a slight one. He thought there were changes in the thumb-nails suggestive of slight clubbing.
Dr. WYNTER, in reply, said the diagnosis of the exact condition in these cases was necessarily somewhat conjectural. He based the diagnosis of communicating ventricles to some extent on the position of maximum intensity of the systolic murmur low down in the fourth space below the site of the valves. It was scarcely possible to discriminate a pulmonary systolic murmur independently, but apart from this deformity there would be no ground for imperfection of the septum. In the second case a patent ductus was diagnosed on account of the maximum intensity of the murmur and thrill being higher up, it was also audible along the spine. A diastolic murmur was not essential. The definite enlargement of the conus arteriosus well above the heart shadow was also an important indication. The chief points, however, in the diagnosis of congenital defect were the relative lack of symptoms or physical signs in association with a very loud murmur. There was little to be said about the treatment of the lesion itself, but it was important not to allow a mistaken notion of the cardiac condition to interfere with the freedom of the patient in other directions, as had been illustrated in these two instances.
Syringomyelia with Features of Acromegaly. By W. ESSEX WYNTER, M.D.
T. S., MALE, aged 44, has suffered eleven years from the present condition, consisting of tense oedema of hands and wrist with progressive enlargement of head and lower jaw and attacks of dyspnoea. In 1906 amputation of the left forearm was performed in Buenos Ayres, as the tense skin ruptured and sloughed. The remaining hand is almost globular owing to the swelling. There is some power of movement in the wrist, but little or none in the hand and fingers when the swelling is great. Sensation is lost as far as the elbow. There are some small superficial sloughs on the back of the hand. Appreciation of touch, pain and temperature are lost here and over the greater part of chest and back. The head appears to be increasing in size, as larger-sized hats are required, and the extension of the lower jaw with loss of teeth interferes with mastication. Headaches occur from time to time, accompanied by nausea and also attacks of haematuria, when clots appear in the urine for three days at a time. Within a few months of the commencement of the illness notable enlargement of glands in the axillee and above the left clavicle occurred and have recurred on four Photograph showing enlargement of head and elongation of jaw, with shading indicating area anesthetic to pain, temperature and touch. There is a blister on the first finger due to unfelt scald by hot water. occasions, the swelling attaining the size of a golf ball and lasting a week. Urine, specific gravity 1026, deep yellow, no albumin or sugar, no deposit.
The patient had enteric fever and empyema at the age of 8. The thoracic and abdominal organs appear normal and there is no abnormality about the trunk or lower extremities. Mother and five brothers and sisters are living and well. X-ray screen examination shows some light shadows in the region of the bronchial glands on each side of the vertebral column, but no luassive enlargement or growth. The sella turcica does not appear enlarged, but there is some increase in size and density of hand bones. The patient has Jost 4 in. in stature.
Dr. F. PARKES WEBER said that the man's right hand was absolutely typical of a certain clinical type of syringomyelia. It was quite insensitive to pain and was deformed by an extreme degree of chronic hard swelling of the soft parts with apparently some shrinking of the terminal segments of the fingers. Charcot had spoken of similar cases as examples of "syringomyelia of the Morvan type,'" but in Dr. Wynter's patient there had been no painless whitlows, such as were characteristic of the cases originally grouped under the heading "Morvan's disease." Doubtless the condition of the left upper extremity was likewise typical of syringomyelia at the time when it was amputated. A remarkable feature of this case was the alteration in the lower jaw, which suggested an admixture of acromegaly. The presence of syringomyelia was, however, certain, and one ought, therefore, in the absence of skiagraphic confirmation, to hesitate in suggesting the presence of acromegaly as well.
Hypertrophied and Dilated Urinary Bladder.
By C. R. Box, M.D. MALE, aged 7. Mother had six children (two died) ; one miscarriage (first). Abdomen noticed to be an odd shape three weeks after birth. About this time the boy was circumcised. Now the urinary bladder is greatly hypertrophied and dilated; it reaches almost to the navel. He does not empty it completely and. has some difficulty in starting micturition; nocturnal enuresis is present. There is polyuria (40 oz. or more in twenty-four hours). The urine varies in specific gravity from 1004 to 1030; it contains a trace of albumin, but 'no casts. The child is very thirsty and shows some signs of rickets. There is marked infantilism. The pituitary fossa is not enlarged. No evidence of any lesion of nervous system. The kidneys cannot be felt.
Points of special interest for which the case is exhibited: The great hypertrophy of bladder without obvious obstruction of urethra. Skiagrams show no stone, a catheter passes easily, and per rectum only the large bladder can be felt.
